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Image 2 and 3. EUS	revealing	a	dilated		pancreatic	
duct	(above)	and	common	bile	duct	(right).
Case Presentations
Case 3:	A	66	year-old	male	former	smoker	with	a	family	history	of	
pancreatic	cancer	in	his	father	presented	with	one	year	of	intermittent	
bloating,	worsening	post-prandial	abdominal	pain,	early	satiety,	nausea,	
vomiting,	and	a	20	pound	weight	loss	over	the	previous	3	months.		Imaging	
revealed	GOO	due	to	an	enhancing	mass	in	the	second	portion	of	the	
duodenum,	a	cystic	lesion	in	the	pancreatic	head,	and	several	mildly	
enlarged	lymph	nodes.		EGD	revealed	a	large	circumferential	polypoid	
mass	in	the	duodenal	bulb	and	biopsy	demonstrated	prominent	Brunner	
glands	(Image	5).		He	was	scheduled	for	pancreaticoduodenectomy,	but	
at	time	of	surgery	a	firm	pancreas	with	inflammatory	changes	lead	to	the	
decision	to	perform	a	gastrojejunostomy	and	leave	the	duodenal	lesion	in	
situ.		Pathology	was	negative	for	malignancy	and	again	revealed	Brunner	
gland	hyperplasia.		His	condition	was	felt	to	be	consistent	with	groove	
pancreatitis.		He	has	been	followed	with	serial	imaging	and	EUS	which	
has	demonstrated	resolving	inflammation	and	improved	appearance	of	
the	duodenum.		To	date	his	symptoms	have	improved	and	biopsies	remain	
negative	for	malignancy.
Case 2:	A	56	year-old	male	former	smoker	with	an	extensive	past	
medical	history	including	severe	vascular	disease	status	post	amputations	
underwent	EGD/EUS	to	evaluate	a	pancreatic	mass.		This	revealed	
significant	duodenal	wall	thickening	with	an	edematous	villous-like	
appearance	of	the	second	portion	of	the	duodenum	and	an	ampullary	
mass	could	not	be	ruled	out.		FNA	was	negative	for	malignancy	and	
duodenal	biopsy	demonstrated	chronic	duodenitis.		Two	years	later	he	
presented	with	generalized	weakness	and	melena.		A	CT	scan	revealed	
prominence	of	the	pancreatic	head	and	a	hypodense	mass	within	a	
thickened	duodenum	(Image	4).		GOO	and	concern	for	malignancy	lead	to	
pancreaticoduodenectomy.		
Pathology	revealed	
extensive	scaring	of	the	
pancreatic	head	and	
duodenal	musculature	
with	numerous	cysts,	
some	of	which	were	lined	
with	densely	inflamed	
granulation	tissue	
surrounded	by	scar.		These	
findings	were	consistent	
with	groove	pancreatitis	
and	suggested	duct	
malformation	as	a	possible	
contributor	to	the	process.
Image 4. CT	scan	of	the	abdomen	
demonstrating	the	abnormal	appearing	
pancreatic	head	and	duodenum	leading	to	
obstruction	of	the	CBD	and	PD.
Figure 1. Anatomy	of	the	
pancreas	and	surrounding	
structures.		Image	by	Jennifer	
Parsons	Brumbaugh	used	with	
permission	from	source	website.2
Image 5. Duodenal	bulb	biopsy	revealing	prominent	
submucosal	Brunner	glands.
